SUMMARY Eighty patients with bleeding oesophageal varices, who were considered to be unfit for shunt surgery, were treated by oesophageal transection and subdiaphragmatic devascularisation. The overall hospital mortality was 14% and, after an average follow-up of nearly three years, 69% are still alive. Late recurrent bleeding occurred in 14 patients but varices were shown to be responsible in only four. Postoperative portal systemic encephalopathy has not been a problem.
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There is no doubt that some form of portal systemic shunt provides the most effective means of preventing recurrent haemorrhage from oesophageal varices. The cost, however, is often high, because of gradual deterioration of liver function, and increased incidence of portal systemic encephalopathy. By careful selection of patients and probably by use of selective shunts, the incidence of disabling post-shunt encephalopathy can be reduced to more acceptable evels. Certainly, selectivity improves the morbidity and mortality figures for shunt surgery, but leaves a very large pool of 'shunt rejects'. Since 1958, the Royal Victoria Hospital, Belfast, has used injection sclerotherapy for these patients considered to (Table) and it will be noted that 41% of the patients had alcoholic cirrhosis. In the 10 patients with extrahepatic block, transection was considered to be the operation of choice in the absence of veins suitable for shunting. The sex, age, and Child's classification of the patients are listed (Table) .
Results

COINCIDENTAL SPLENECTOMY
In addition to oesophageal transection, 23 patients had splenectomy, and another patient had splenic artery ligation because of hypersplenism. Perhaps 
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Thus, unlike the situation after shunt surgery, the total liver profusion is not reduced, and, hence, one would not expect any increased incidence of encephalopathy as a result of operation.
Recurrent haemorrhage
Of the 69 patients who survived to leave hospital, 14 have had further bleeding episodes and five have died. Endoscopy was carried out in 13 of the 14 patients. The other patient died without endoscopy outside hospital during a heavy drinking bout. Of the 13 patients who were endoscoped, varices were the source of bleeding in four, gastritis in four, Mallory-Weiss ulceration in one; prepyloric ulceration in one, and stomal ulceration in one; in two patients with melaena only, no source of bleeding was demonstrated. In addition to the one patient who died outside hospital without the source of bleeding being diagnosed, three other deaths occurred in the gastritis group, and one in the varices group. In the four incidences of recurrent varices, usually only one column of varices was present and this was much smaller than preoperatively. All four patients received injection sclerotherapy and one has proceeded to elective splenorenal shunt.
Mortality
The overall hospital mortality for the whole series was 14%, six of the 11 deaths occurring in Child's grade C patients (Table) . Most of the hospital deaths were due to liver failure, often progressing to multiple organ failure. In two patients, however, unsuspected low grade intraperitoneal sepsis was the precipitating factor. Of the 19 patients submitted to emergency transection, six died, giving a 32% mortality for the emergency operation. This contrasts sharply with the 8% mortality in the other 61 patients where the operation was carried out at least 48 hours, and often many weeks, after the last haemorrhage. Where bleeding stops with conservative measures and does not recur on discontinuance of pitressin or tamponade, emergency surgery should be avoided and the patient tided over for some weeks, when a definitive operation can be carried out with greater safety. For a percentage of younger patients with good liver function, this will mean an elective shunt, preferably a selective one, thus giving the most effective therapy against recurrent bleeding with an acceptable rate of encephalopathy. For those patients considered to be unsuitable for shunt, we use either injection sclerotherapy or oesophageal transection within a few weeks or as soon as the patient is considered fit. Where there is resistant ascites or poor liver function, sclerotherapy is preferred as laparotomy is best avoided. Thus, 61 'elective' transections in this series are somewhat selected in that, although the best patients were excluded and reserved for shunt surgery, some of the worst patients have also been excluded, and managed by injection sclerotherapy. The problem with sclerotherapy -whether it be by means of the rigid oesophagoscope, the flexible endoscope, or the percutaneous transhepatic route -is that vessel recanalisation and recurrent bleeding are almost inevitable unless a course of chronic injections is undertaken. 5 6 Although varices often extend throughout the length of the oesophagus and sometimes into the stomach, bleeding is almost always localised to the 5 cm just above the cardia. Histological examination of the oesophageal rings removed at transection has demonstrated large dilated venous channels immediately below the epithelium and superficial to the muscular mucosa. In addition, there are dilated intraepithelial blebs, 'varices upon varices', often with only a few layers of cells separating the vessel lumen from that of the oesophagus.7 These thin-walled intraepithelial blebs, the 'cherry-red spots' seen at endoscopy, are obviously most susceptible to rupture when subjected to the sudden rises in portal pressure which occur during straining or coughing. The picture is akin to that of varicose veins of the lower limbs, where the high pressure 'blow-out' coupled with the hypoxia of chronic venous congestion causes thinning of the overlying epithelium.
The management of bleeding varices by a direct attack on this vulnerable area is attractive in that it avoids precipitating the problem of encephalopathy which occurs in over one-third of patients subjected to shunt surgery. Since Boerema8 and Crile9 
